Sore throat is common after use of tracheal intubation and suxamethoniuml. In the following case the cause was unusual.
CASE HISTORY
A woman aged 26 required general anaesthesia for dilatation and curettage as part of the management of early postpartum sepsis. She had experienced repeated episodes of phlebitis, and peripheral venous cannulation was becoming increasingly difficult. After induction of anaesthesia with fentanyl, thiopentone, and suxamethonium and tracheal intubation (internal diameter 8 mm) the right external jugular vein was cannulated in order to facilitate volume replacement and administration of antibiotics. A Viggo Hydrocath single-lumen 16 G, 20 cm central venous catheter was inserted at the first attempt by the Seldinger technique2. Blood was readily aspirated, fluid ran freely and a manometer fluid column fluctuated with respiration as expected. Postoperatively, the patient complained of 'sore throat' at the level of her thyroid gland on the right. The central line was found to be blocked, but fluid flow returned to normal when the catheter was pulled back 2 cm and the sore throat resolved immediately. A chest X-ray showed that the tip of the catheter, after this slight withdrawal, was located in the neck in the contralateral internal jugular vein at the level of the 6th cervical vertebra (Figure 1) . The cannula was removed at the patient's request. COMMENT Cannulation of the external, as opposed to the internal, jugular vein has a lower incidence of major complications but is a less reliable means of achieving central venous :~~~.~~~~~~~~ Figure 1 Chest X-ray showing external jugular catheter in ipsilateral internal jugular vein access3. In the case described here, the sequence of events is postulated to be as follows. The tip of the catheter was initially malpositioned in the left internal jugular vein. When the patient awoke, movement of her neck caused the migration of the catheter to abut the jugular vein wall, or to enter the middle thyroid vein. This resulted in obstruction to fluid flow and generated discomfort in the throat. Oedema of tissue around the catheter tip and phlebitis are both unlikely causes of the sore throat because the sensation disappeared as soon as the catheter was pulled back. A catheter in the extracranial component of the internal jugular vein normally does not cause discomfort4, although cannulation of the intracranial portion of the jugular vein has been associated with severe auricular pain5.
This case demonstrates that a seemingly normal fluid fluctuation in the manometer does not guarantee central placement of the catheter. Langston4 reported that, although venous pressures recorded in the jugular vein are inaccurate, they are often within the normal range and cannot be relied on to indicate an error in placement. A chest X-ray should be taken.
